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Esophageal and Tracheal Compression of Huge Right
Subclavian Artery Aneurysm Secondary to Aortic Coarctation
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Right subclavian artery aneurysm due to coarctation of the aorta was diagnosed in a 33-year-old female patient who
presented with dysphagia and dysphonia. Aortic coarctation and right subclavian artery aneurysm that compressed the
trachea and the esophagus were successfully reconstructed with staged operations.
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The right subclavian artery is an unusual location for
aneurysms and an association with a coarctation of
the aorta is even less frequent. We present an unusual
huge right subclavian artery aneurysm secondary to
an aortic coarctation resulting in serious compression
on the esophagus and the trachea.
Case
A 33 years old female patient was hospitalized with
three years history of pulsatile mass at the right side
of her neck, shortness of breath, dysphagia, and
dysphonia.
Her physical examinationwas normal except for the
pulsatilemass (Fig. 1A)whichwas 15 20 cm in diam-
eter and localized at the right side of her neck. The fem-
oral pulseswere decreased as comparedwith the radial
pulses. Her blood pressure was 184/70 mmHg in the
right arm, 166/65 in the left arm. An ejection systolic
murmurwas audible over theprecordiumand radiated
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uppermediastinumand increased cardiothoracic ratio.
Electrocardiogram displayed sinus rhythm and left
ventricular hypertrophy.
Angiography demonstrated aortic coarctation distal
to the left subclavian artery and an aneurysm forma-
tion beyond the origin of the right subclavian artery
showing an extra-thoracic expansion (Fig. 1B and C).
Elective staged operations were planed for the sur-
gical management. The first operation was aimed to
relieve the coarctation in the descending aorta and
was performed via a left thoracotomy. Heavy calcifi-
cations were found over the aortic wall, over the
coarctation area and left subclavian artery so an extra-
anatomic bypass was performed between the aortic
arch and descending aorta by using a Dacron tube
graft. The planned second stage operation was per-
formed one month later than the first. The aorta
arch and its branches were exposed through a median
sternotomy. A huge right subclavian artery aneurysm
causing esophageal and tracheal compression was
dissected proximally and distally and controlled
with vascular tapes (Fig. 2A). Compression of the
esophagus and trachea was relieved by partial resec-
tion of aneurysmal sac. The aneurysmatic area of the
subclavian artery was reconstructed by inlay 6 mm
Dacron tube graft (Fig. 2B). Postoperative recovery
was uneventful.
34 M. Ozeren et al.Fig. 2. (A) Operative appearance of 15 20 cm in diameter
right subclavian artery aneurysm. (B) Final appearance of
the Dacron graft (6 mm) interposed right subclavian artery.
Fig. 1. (A) Preoperative appearance of the mass located at
the right side of the neck. (B) Angiography showing an
aneurysmal dilatation of the proximal right subclavian
artery (15 20 cm in diameter). (C) Angiography which
shows the coarctation of the descending aorta.EJVES Extra Vol 13, February 2007Discussion
True subclavian artery aneurysms are rare, and most
are due to atherosclerosis. Occurrence of the subcla-
vian aneurysms in patients with coarctation of the
aorta is well known. Other etiological factors in the
pathogenesis of the true aneurysms include thoracic
outlet obstruction, mycotic aneurysm and Ehler-Danlos
syndrome.1
Aneurysms that appear distal to the coarctation are
secondary to the turbulated flow in the region of the
coarctation. Berry aneurysms are present in 10% of
patients with coarctation and are related both to
high pressure of the vascular tree above the coarcta-
tion and to congenital defects of vascular tree.2 In
our case, formation mechanism of true right subcla-
vian artery aneurysm may be explained with the
sheer stress of rapid high pressure pulsatile flow
into the subclavian artery caused by the aortic
coarctation.
The common complications of subclavian artery
aneurysms include compression, thrombosis, distal
embolization and rupture.3,4 Compression or acute
expansion of subclavian artery aneurysms can pro-
duce symptoms such as, neck or shoulder pain. Sub-
clavian aneurysms can cause respiratory problems
due to tracheal compression; dysphagia due to esoph-
ageal compression and hoarseness as a result of the
compression of the right recurrent laryngeal nerve.
Horner’s syndrome due to compression of the stellate
ganglion; aswell as sensory andmotor signs due to bra-
chial plexus compression has been described as well.
Our patient presented with dysphagia and dysphonia
as a result of the compression by he aneurysm.
Preoperative duplexultrasonography and angiogra-
phy are mandatory for planning the surgical treatment
of an extrathoracic subclavian artery aneurysms. Other
imagingmodalities including CTorMRImay be neces-
sary in cases with intrathoracic aneurysms.
Thrombosis, antegrade and retrograde emboli can
complicate the subclavian artery aneurysm with the
danger of cerebral infarcts and limb ischemia.5 Rupture
is also a dangerous complication of this condition.
The surgical approach to subclavian artery aneu-
rysms is dependent on the aneurysm’s location. Me-
dian sternotomy is the preferred approach for right
sided subclavian artery aneurysms whereas aneu-
rysms of the left subclavian artery are best managed
through a left thoracotomy.6 We preferred a left thora-
cotomy for the repair of the aortic coarctation and
then a median sternotomy for the right subclavian an-
eurysm repair. There is a controversy about the
proper timing of the surgical treatment of an unrup-
tured branch aneurysms of aorta or an aortic
35Right Subclavian Artery Aneurysmcoarctation. The risk of rupture also exits after surgical
repair of aortic coarctation, in the absence of hyper-
tension.7 Our review of the literature revealed no spe-
cific suggestion or evidence for the best timing of
unruptured subclavian aneurysms together with co-
arctation of the aorta. Therefore we preferred to lower
the proximal systemic blood pressure by repairing the
coarctation site as the first stage. We felt this would
make the second stage safer especially by reducing
the risk of surgical bleeding and complications related
to hypertension.
Endovascular procedures for the treatment of sub-
clavian artery aneurysms should be considered as an
alternative.8 In this case, an open repair was chosen
because of the compressive symptoms and huge
diameter of the aneurysm.
Aneurysms of the subclavian artery are an uncom-
mon form of peripheral arterial aneurysms. Despite
their infrequent occurrence, surgical treatment is
mandatory because of the potential risk of rupture,
thrombosis, embolization or compressive symptoms.References
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